What is pathological proteinuria?
7
Gold standard is to measure the protein in a timed urine collection. That is impractical most of the times.
Dipstick (screening method):
• Transient proteinuria can be present in a variety of conditions such as febrile illness, after exercise, during stress, episodes of seizures, and dehydration.
Non-pathological proteinuria
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• Benign condition present in up to 5% of adolescents.
• Proteinuria only during ambulation.
• Most common cause of isolated proteinuria picked up during routine physical examination.
• Diagnosis is made by checking split urine collection or the first morning urine specimen for protein excretion.
• Proteinuria is usually < 1 gram per day.
• Orthostatic proteinuria resolves in most of the cases (50% by 10 years, 80% by 20 years).
Orthostatic proteinuria
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Abnormal amount of urinary protein that is persistent and also present in the 1 st morning void is pathological proteinuria.
Presentation:
• Symptoms /signs of renal disease: edema, hematuria,hypertension, abnormal renal function
• Symptoms /signs of systemic disease: fever, rash, joint pains.
• Asymptomatic.
Pathological proteinuria
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• Proteinuria (cardinal feature)
• Hypoalbuminemia • Edema • Hyperlipidemia
Nephrotic Syndrome
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Primary idiopathic (90%):
• 80% minimal change disease (MCD)
• 15% focal segmental glomerulosclerosis (FSGS)
• 5% diffuse mesangial hypercellularity (DMH) Secondary:
• Lupus nephritis, IgA nephropathy, Henoch Schonlein purpura, malignancies, drugs, infections (malaria, hepatitis B, schistosomiasis), membranous nephropathy, MPGN.
Congenital nephrotic syndrome.
Causes of Nephrotic Syndrome
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• Incidence: 1 in 6,000
• 80% patients younger than 6 years 
Electron Microscopic Findings
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• Nephrotic proteinuria
• Hypoalbuminemia
• Hyperlipidemia
• Hyponatremia
• Mild azotemia
• Thrombocytosis
• Normal serum complements
Laboratory findings
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• Low sodium diet
• Diuretics
• Penicillin prophylaxis
• Aspirin
• Albumin infusion • 2 mg/kg every other day AM dose for 4 weeks.
• No tapering is required.
Management of relapse
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Multiple regimens: combination of immunosuppressive medications:
• High dose solumedrol with alkylating agents (Mendoza protocol).
• Cyclophosphamide.
• Chlorambucil.
• Cyclosporine.
• Tacrolimus.
• Mycophenolate mofetil.
• Levamesol (immunomodulator)
Management of steroid resistance
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The two most common complications of nephrotic syndrome are infection and thrombosis.
Infections:
Most common infection is peritonitis and most common organism S. pneumoniae. 
